I - 4 When available, much of the obstetric care in these areas has been provided by family physicians. I ,5 Unfortunately, the number of family physicians who practice obstetrics has been in decline. In 1996 only 26% of active members of the American Academy of Family Physicians included obstetrics in their practice. 6 Although rural family physicians are more likely than their urban counterparts to provide maternity care, less than one half perform routine deliveries. 5 The obstetric services needed in rural areas include access to providers who can perform cesarean deliveries. 7 Norris et al 8 performed a survey of 41 rural hospitals in Washington State. They found that most of these hospitals depend on family physicians for this operative intervention. Furthermore, they found that a family physician's comfort in doing cesarean deliveries was closely related to their formal training during residency. Opportunities for advanced obstetric training have included the following: (1) an emphasis on obstetrics (including operative obstetrics) during residency training; (2) I-year fellowship programs (typically community-based programs that emphasize skills for rural practice including obstetrics)9,lo; (3) onthe-job training in the communities or in some other nonresidency setting 8 ; (4) rural training tracks with a strong emphasis on obstetrics ll ; and (5) combined family practice-obstetrics programsY Although the importance of having family physician educators to model advanced obstetric skills is critical, it is also important to improve educational ties between departments of family practice and obstetrics and gynecology. As stated by Caudle et aI, I "It is time for academic medical centers to adjust their philosophy and place a greater priority on advanced obstetric training for family physicians. Motivated obstetric faculty and family practice faculty are both essential to such an effort." Recently, there has been interest in improving collaboration between the specialties of family practice and obstetrics and gynecology. This interest has resulted in a consensus publication of recommended core educational guidelines by the American Academy of Family Practice and the American College of Obstetricians and Gynecologists.
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The purpose of this article is to describe an example of collaboration between academic departments of family practice and obstetrics and gynecology at the University of California, Davis, which lead to the development of a 4-year track for family practice residents specifically designed for training in advanced obstetrics.
Program Development
The faculty of the Departments of Family and Community Medicine and Obstetrics and Gynecology reached consensus on both the need for and importance of a combined family practice-obstetrics program. This consensus was reached through presentations at faculty meetings. Key points of discussion included an understanding of the need for obstetric services in rural areas, the previous success of the Department of Family Practice in placing graduates in rural areas, the results of surveys of graduates of the family practice program showing a need for advanced obstetric skills, and recently a developed curriculum to provide primary care training for obstetrics-gynecology residents in the family practice department. From these discussions the faculty agreed that the primary objective was to provide an opportunity for residents to complete family practice training with enhanced obstetric skills (including operative obstetrics) while maintaining the other skills expected of our family practice graduates in the standard track.
The proposal was presented to the Graduate Medical Education Advisory Committee (GMEAC) and approved. The timing was believed to be opportune, as the committee had ongoing efforts to enhance the number of primary care physicians through redistribution of specialty slots. Our presentation to the GMEAC included a request to reduce the number of residents in the obstetricsgynecology program by 1 per year and to increase the number of residents in the family practice program by 2 per year.
The curriculum was developed using as a model the guidelines published by the American Board of Family Practice (ABFP) and American Board of Psychiatry and Neurology for the combined family practice-psychiatry program. The most notable difference between these two programs is that dual board certification in family practice and obstetrics-gynecology is not a goal of this program. We believed that the additional requirement of operative gynecology training would be counterproductive to the primary objective, namely, achieving advanced obstetric skills. The specific curriculum was developed and submitted to the ABFP and approved. The residency training program directors from each department were designated as codirectors for the collaborative program. A steering committee with faculty from each department was established to meet quarterly to review resident performance, share evaluations, and coordinate and evaluate the curriculum. A process for interview and selection of applicants for the combined program was developed. The entire process from vision to implementation took 2 years.
The Collaborative Program
The curriculum for the collaborative program is outlined in Table 1 . Salient features of the curriculum are as follows:
1. The program is of 4 years' duration.
The resident meets all of the Residency Review
Committee requirements for family practice training during this time. 3. Obstetric training is increased to 18· blocks (one block equals a 4-week rotation). 4. The content of the obstetric training for the residents in the combined program is identical to that for obstetric-gynecology residents. 5. Gynecology training for the residents is outpatient based. 
6. The resident is required to attend continuity clinics in the family practice center during all 4 years, specifically, 1 half-day per week in the first year, 2 half-days per week in the second year, and 3 half-days per week in the third and fourth years.
The program will ultimately be comprised of 4 residents each year. Necessary changes in the rotation, call, and clinic schedules were made in each program to accommodate the combined program and to continue to meet the respective Residency Review Committee requirements.
Significant Issues

Resident Stress
In combined programs residents are challenged to develop expertise in two specialties. Trainees might experience increased stress, particularly when switching rotations from one specialty to the other (so-called switch stress). Residents in our collaborative program might experience similar problems with identity. Without available role models or a peer group, there is an increased chance of isolation. In addition, residents in combined programs risk becoming lost between the two departments as a result of their limited contact with peers who have j 
Clarifying Educational Goals
It is important that residents have clear educational goals for the collaborative program. Ultimately, the goal of this program is to give trainees an opportunity to develop skills necessary to provide the full spectrum of family practice and obstetric services to their patients. We believe that the optimal way to clarify the educational goals is to maintain the complete training goals described in the family practice Residency Review Committee special requirements and the specific educational objectives in obstetrics described in the obstetrics-gynecology Residency Review Committee special requirements. These objectives are listed in Table 2 .17
Ensuring the Strength and Viability of Each Independent Program
Combined programs put additional, stress on the service and educational components of the regular track residents of each program by taking away resources for rotation, call, and clinic schedules. These components are particularly stressed when allocations for collaborative positions are taken away from the current pool of residents. It takes extra effort to coordinate these changes so that the impact is minimized. 14 -16 In our experience, it was necessary to restructure some of the regular track rotations to avoid overburdening these residents with service coverage.
Integrated Training
As noted, coordinating the many components of the curriculum, such as continuity clinic, conference, rotation, and call schedules, is challenging. A collaborative program inevitably means residents are sometimes scheduled for two events at the same time. As residents in a collaborative program are trying to master the knowledge and skills in two specialties, it is important to consider educational opportunities that might integrate training for these residents.
Acceptance of Collaborative Residents
Problems encountered in obtaining obstetric privileges for family practice graduates are well-documented. 18 As with other programs to provide advanced obstetrics training to family physicians, there will be hospitals and providers who will not accept this training as equal to that provided to an obstetrics-gynecology resident. Our curriculum was specifically structured to challenge this argument in that the graduates of our collaborative program should have knowledge and skills in obstetrics that are identical to those of obstetricsgynecology residents. We believe it is important to reiterate the American College of Obstetrics and Gynecology national guidelines on this issue, namely, privileges should be based on experience and training rather than specific membership or board certification.
Ensuring Placement in Areas of Need
The development of a collaborative family practice-obstetrics program by itself will not ensure placement of graduates in areas of need. Family practice programs that have been successful in graduating residents who practice in underserved areas have found it is important not only to recruit applicants who are likely to select such practice opportunities but also to provide training experiences during residency that allow the residents the chance to work at such sites.
Enhanced Obstetric Training 411
Comparing Options for Achieving Advanced Training in Obstetrics
As noted, there are other opportunities for family physicians to obtain advanced training in obstetrics, and no research evidence indicates a preference for anyone of these models. In our opinion, there is no reason to imply that anyone model is best. Certainly individual styles of learning will influence which type of program a particular candidate selects for this training. It will be important, however, for educators to track carefully the specific training experiences in each model as well as the impact on the practice style of its graduates. These data will form the basis for useful comparisons in the future.
Addztional Collaborative Benefits
We believe there are substantial advantages to collaboration between academic departments that go beyond graduation of residents in a collaborative program. This opportunity represents one example of a fundamental change needed in graduate medical education, ie, enhanced relationships and expanded teamwork requiring new beliefs and normative elements in the medical culture. 19 Collaborative training adds the potential of other enhancements. In our situation, we are working on developing a co-located primary care practice, a multidisciplinary women's health center, and increased sharing of faculty preceptors in the outpatient setting.
Conclusion
There has been a growing interest in collaborative training programs at academic health centers. We have described a summary of one such program in family practice and obstetrics at the University of California, Da~s. We believe that the graduates of this program will be competent in all operative procedures in obstetrics while still being able to provide the full services expected of a family physician. Although there are unique challenges to the development of a combined program, the benefits for interested residents and for the departments of family practice and obstetrics-gynecology make this endeavor a valuable opportunity for collaboration. We believe that in the end such efforts will work to serve at-need populations.
